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with Y. peeudotuberculosisr, Fatal septicaemia has, however, also been reported? as has erythema nodosum in children", Unlike Y. enterocolitica, which is a common cause of acute terminal ileitis', Y. pseudotuberculosis only occasionally affects the terminal ileum giving an appearance remarkably similar to acute Crohn's disease at Iaparotomy-, Stool cultures are seldom positive and the diagnosis is made by serological methods", Six serotypes have been identified with type 1 strains accounting for approximately 90% of the human cases", Although life-threatening haemorrhage has been described in terminal ileal Crohn's disease", significant bleeding is rare in Yersinia enteritis'? and its occurrence as the presenting feature of Y. pseudotuberculosis ileitis has not been previously reported.
This further meeting in the current series produced some fundamental discussion points, not all of which could be addressed in the time available. Regrets were expressed afterwards that a disproportionate amount of speakers' time had been spent on the bureaucracy ofthe complaints procedure rather than on elucidating the underlying issues.
With Professor Geoffrey Chamberlain in the Chair, the first speaker was Dr Beulah Bewley, Senior Lecturer in Community Medicine at St George's Hospital. She outlined the background of the General Medical Council, now 130 years old. It was set up in the days when many 'doctors' were unlicensed and there were multiple separate licensing bodies with regional limitations. It is financed by doctors, controlled by Parliament, and its aim was and is to protect the public -by keeping the Medical Register, regulating the medical education system and taking disciplinary action for any serious professional misconduct. In 1987 the Register had 133 082 practitioners on its list, though some of these would be overseas and some retired.
The Council has 97 members, 59 of whom are elected. The others are appointed. Each group includes lay persons as well as doctors, and all categories are represented on each of the various committees through which a complaint may pass. The system is that a complaint is received first in the professionally staffed office, where it may be adequately answered without recourse to further procedures: in a recent year approximately 17% of the complaints settled there. The next stage is to pass the complaint to a member of the Preliminary Screening Panel: 61% were dealt with there. A further 71% were dealt with by the Preliminary Proceedings Committee, and only in the case of the remaining 5% did the complaint actually proceed to the Professional Conduct Committee. It may thus be seen that, while any individual practitioner has a 0.8% chance of being the subject of a complaint in anyone year, the numbers who actually find themselves having to justify themselves to the Professional Conduct Committee is relatively small.
In just under half of the overall total, the 'complaint' was in fact a conviction in a court of law, typically for drunken driving. (Any conviction against a doctor, except for a minor motoring offence, is automatically reported). The rest, just over half, were allegations of professional misconduct. These fall into four categories: neglect (e.g, failure to visit or to ensure that a locum does), abuse of professional privilege or skills (e.g, the issue of false certificates, sometimes for payment), unbecoming personal behaviour (indecency, violence, public drunkenness) and, fourthly, selfpromotion such as canvassing for patients.
Dr Bewley added that a lot of complaints could be prevented at the outset if doctors would drink less and keep better notes.
The next speaker, Dr Rosemary Rue, Regional Medical Officer of Health for the Oxford Region, continued with the same theme. She touched on the powers, or lack of powers, of the Family Practitioner Committees, but the bulk of her talk appeared to relate to the Health Authority procedures for dealing with complaints made by hospital patients. Among the points she made were these: patients should know, via the Community Health Councils, about the complaints system; staff should be informed about how to deal with complaints and advised to try to defuse relatively trivial ones at an early stage; staff have a duty to report complaints made against themselves, they also have a right to respond; patients may need assistance to present complaints in a suitable form or to convert a verbal complaint into a written one; the complainant may not always be the patient him or herself (indeed cannot be, if the complaint consists of an allegation that the patient died unnecessarily) but staff should beware of the interfering relative who complains on a patient's behalf when in fact that patient is quite happy.
The procedure of further enquiry, said Dr Rue, is that two assessors see the records and the complainant, and a meeting is arranged. If the problem is not resolved there, it may be passed to the Regional Health Service Commissioners, but only on an issue of procedure, not on that of clinical judgement. Ten to twelve cases a year went that far.
Dr Rue stressed the complexity and expense of a complaint that proceeded this far, and the time -up to 10 years -that it might take to settle. She said that some matters were in the end resolved this way, but that in others the complainant appeared to become more dissatisfied as time went on rather than less. She said that some patients appear to use complaints as a displacement activity, to avoid confronting other problems in their lives or as an expression of the grief and anger of bereavement, and that in such cases counselling, or the services of some medically qualified ombudsman, might be preferable to the present system. She added, but apparently without drawing any general conclusion from this, that the aim was to 'resolve the complaint and the patient's anxieties', not to decide whether the doctor concerned had in fact fulfilled his contract to the patient.
Arnold Simanowitz, the third speaker, is the director of Action for Victims of Medical Accidents, an organization set up 5 years ago. He was the only speaker to address himself to the philosophy of the subject. After ensuring the audience that he was not in business to encourage American-style law-suits on far-fetched grounds, he outlined some ofthe problems faced by patients in this country. A major change, he said, might be brought about if doctors could alter their own attitude to medical accidents: at present a patient during whose treatment some accident has occurred is seen as a failure and possible suer; and this view is reinforced by the fact that the only bodies to which the doctor can resort are the significantlynamed Medical Defence Union or the Medical Protection Society. He said he, however, took the view that a medical accident should be treated like an industrial or traffic accident: Le, to agree that it had occurred should not necessarily be tantamount to agreeing a claim for damages.
Journal of the Royal Society of Medicine Volume 81 July 1988 425 As matters stand at present, a patient may well not be told, and not realise, that something has gone wrong during his treatment. Or, even if he does know, he may not realise a claim may be appropriate or how to initiate one. He needs to find a competent solicitor, and his income, even if not large, may well be above the limit for legal aid -this is a particularly difficult problem, since the costs of such a case can run as high as £20000 or £30000. Then a suitable expert may have to be found, which may not be easy: AMYA have about 400 on their books who are willing to testify, but many others are not. And then, when all these hurdles have been surmounted, a case usually drags on for years, even when it does not reach court in the end.
Mr Simanowitz went on to say that, for all the above reasons, the true size of the problem is unknown, and that this is one of the worst aspects. The DHSS keeps no central records, and doctors' insurance companies apparently do not, or at any rate will not divulge them. A recent report on avoidable perioperative deaths revealed that there might be as many as a 1000 a year of these, but only about 100 people a year take action on such cases. The AMVA handle about 1000 complaints a year in all, many of which would not involve deaths. His own guestimate would be that something in the region of 40-50 000 medical accidents occur each year, and he said that it was hard to envisage any public insurance scheme which would be adequate to meet the situation if it were more widely recognized: the AMVA has an annual budget on only £120 000. Local Health Authorities are not at present allowed to carry any insurance. A doctor's own Medical Defence Union insurance currently costs about £1000 a year -ill the United States it can be as high as $50-60000.
The British Medical Association, said Mr Simanowitz, was investigating the concept of 'no fault' compensation, but he was running short of time to discuss this. He felt that an independent enquiry into the whole matter was needed. He suggested that common morality requires that a doctor tell a patient if something has gone wrong, and that it should be made a breach of medical discipline for a doctor to fail to do this: a body should perhaps be set up to deal with such ethical problems. Essentially, he said, many of the present accidents might be avoided, or their effects minimized, if there were more public accountability and more peer-group consensus against cover-up action.
Before the floor was thrown open to questions, the Chairman asked Sally Gordon Boyd of the Kent Family Practitioner Committee to describe briefly their informal system of conciliation through lay counselling. She pointed out that often a complainant is satisfied once the doctor has been made aware of the complaint and some apology has been made.
At discussion time points were raised about the need for good medical records and the right of access to them: Mr Simanowitz was of the opinion that open access would in itself remove the need for much present litigation which has to be initiated simply in order to obtain information. The system of secrecy and reticence, he said, does no service either to patient or doctor.
Disquiet was expressed about speakers' use of terms such as 'resolving the patient's anxieties': it was pointed out from the floor that pacifying the patient should not be the sole criterion of the successful outcome of a dispute. Dr Rue said that patients do not always want anything more concrete than reassurances about future procedures, either in their own interests or in those of other patients; but Mr Simanowitz said that the present NHS system does not reassure the patient that he is necessarily being told the truth and that, in the case of serious damage, the doctor should not indeed attempt to defuse the situation, but regard it as his duty to help the patient explore the matter.
Dr Robert Maxwell, of the King's Fund, made the point that one must distinguish between harm, accidents and negligence. Some accidents, for instance, are not really attributable to negligence. The concept of avoidability is at present crucial to the validity of a claim for damages. Another speaker asked if the concept of informed consent was not also central to the problem? It was agreed that this was part of a wider issue as to how much patients should be told in general, especially about the inherent risks of certain procedures. The bogey of 'defensive medicine', on the American model, was raised, but it was pointed out that there is no good reason for it in this country in that, in our courts, negligence has to be proved, and we don't have juries passing judgements in Civil cases. This brought the discussion to the key point of just what may be said to constitute negligence. Mr Simanowitz referred to a traditional defence -that a doctor has not been negligent if a substantial and respected body of medical opinion would accept his actions as proper -and it was generally regretted that time prevented further dialogue. In his introduction Professor Sykes referred to the golden jubilee celebrations of the founding of the Department of Anaesthetics in Oxford in July 1987. The present meeting was, he said, to mark not only Sir Robert's 90th birthday on 17 October but also, in a sense, to celebrate the original recognition of anaesthesia as a specialty. The meeting was in the nature of a tribute, but the tribute was essentially limited. Little reference would be made to Sir Robert's escapades in the First World War and nothing to his Harley Street days and the Mayfair Gas Company; on a more personal level there would be no eulogies to his boxing ability in early days, nor to his golfing prowess later. This was to be essentially an account of Sir Robert's many contributions to the specialty of anaesthesia.
Professor James Parkhouse, who was First Assistant to Sir Robert at Oxford between 1959 and 1967, attempted an assessment of Sir Robert's contribution to academic anaesthesia. Individual academic contributions had already been enumerated in the GoldenJubilee Bookofthe NuffieldDepartment; Professor Parkhouse saw his role as giving the broadest view. However, one specific fact had to be mentioned and that was that Sir Robert took up the first Chair of Anaesthetics in the United Kingdom, and that it was at Oxford -in itself was a most significant step.
It was a characteristic ofProfessor Macintosh that he identified the needs of academic anaesthesia, and met them, without being diverted by the 'pernicketiness of science'. He produced, for example, beautifully lucid texts on local analgesia and physics, without descending into the sort of academic obscurantism that would have defeated his audience. The time at which he worked involved him in exploding a good many of the then current myths surrounding anaesthetic practice -spinal analgesia, for example, and anaesthetic accidents.
Sir Robert created, in the Oxford department, an environment for thought and investigation and provided facilities for those who wished to undertake research. He provided short courses when there was an urgent need for them and did a great deal to encourage anaesthesia in Europe. He had, too, a great influence on the establishment of Chairs of Anaesthesia all over the world.
All this was achieved with an absolute lack of pretentiousness, with complete honesty and with an openness of mind. However academic anaesthesia developed Sir Robert would always have a significant place in its history. R H G Epstein outlined Sir Robert's contribution to utilizing the principles of physics in anaesthesia. Sir Robert, Dr Epstein confessed, had never been enamoured of the theoretical basis of physics; his main aim had always been simplicity.
At the beginning of the Second World War Sir Robert realized that no reliance could be placed on the use of cylinders of gases. It was, therefore, over 50 years ago that he conceived a plan for a reliable vaporizer, on the draw-over principle, which would give a controlled output of ether. This involved a need for a constant temperature device, hence the use of a molten, crystalline substance giving off heat at a constant temperature. It also involved a solution to the difficult problem of the splitting of the inspiratory gas flow between the bypass and the vaporizing chamber.
